Section of Pcediatrics
It is first essential to define the terms language, speech, hearing, listening and interpretation. The latter involves memory, i.e. recognition and recall. The causes of failure or delay in the development of spoken language are not always easy to sort out. The three most frequent causes are: (1) lack of adequate opportunity to learn in the first few years of life, which are critical for the acquisition, not only of speech sounds, but also of verbal symbolism; (2) impaired hearing, particularly over the high frequencies which carry the main characteristic components for consonant sounds and are therefore chiefly responsible for the intelligibility of speech; (3) mental backwardness. Other less frequent, but to the pediatrician very important, causes are delayed maturation of the central nervous system; lesions involving the cerebral mechanisms for speech as in cerebral palsy; psychogenic disturbance, which includes the schizophrenias of childhood, also the neuroses; motor dysfunctions involving speech organs and finally malformation of the speech organs themselves.
The problems of cerebral dysfunction in relation to disorders of speech and language in childhood are many and serious and need further investigation in terms of paediatric neurology.
A full account of this contribution will be published in Archives of Disease in Childhood.
Mr. Gavin Livingstone (Oxford):
A child with normal hearing learns to imitate sounds and interpret them during the first three years of his life. Most so-called deaf babies have some residual hearing; if this can be trained during' those early critical years the child will have his best chance of learning speech.
In order to find these handicapped babies all those whose hearing fits into the following classification must be considered "at risk" or suspect. As it is fourteen times more common to find deaf children among the above group of children than among normal children a register of these "at risk" babies should be kept at all large hospitals, preferably by the p2ediatric department. To be comprehensive, this list should be fed by the maternity department, the E.N.T. department and general practitioners; health visitors and midwives should report through the Medical Officers of Health.
Classification of Causes in Perceptive
All "at risk" babies should have their hearing tested frequently until the presence or absence of hearing is confirmed.
A hearing defect must also be suspected in backward children and those who develop speech late.
Children with bilateral congenital atresia should be operated on between 2 and 3 years of age.
It is probably an underestimate that 1 child in 1,000 is born with a serious hearing loss and that 2 in every 1,000 have a loss severe enough to require special education.
The numbers of cases of perceptive deafness 1A fuller report of this meeting will appear in the Cerebral Palsy Bulletin. 
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Total 118 The analysis of the causes in these 118 cases is:
It is necessary to assess the hearing of these children who have a possible hearing loss. Audiograms cannot be taken with any accuracy till after the fourth year. Play techniques give valuable indications but the child must be seen several times before a verdict can be given on his hearing or mental retardation. Assessment of the very young involves teamwork between paediatrician, otologist, psychologist and teacher of the deaf. If any doubt arises about a child's hearing he should be given a hearing aid and auditory training, irrespective of the diagnosis.
The problems of training and educating these children vary with each locality, but decisions taken at this early age vitally affect the child's whole future. In Oxford, at present, deaf children are handled in the following manner.
After a preliminary team assessment, the teacher of the deaf attached to the hospital continues to see the child and his mother frequently for further assessment, and to give help and advice. She gives auditory training, with the cooperation of the parents until the child is old enough to attend a nursery school. She continues to teach the child at this school where he can mix with hearing and speaking children. The child can live at home and attend school daily.
From 5-7 years old he can be admitted to a Deaf Unit in a normal hearing school under a teacher of the deaf employed by the local Education Authorities. From 7-10, if he still is unable to join in the normal school stream, he can continue under a second teacher of the deaf. When he moves on to a Junior School the teacher of the deaf continues to watch over his progress.
Much work remains to be done to find the best methods of treating and educating these children, but there is hope that in future they will be able to take their places in the world as useful and integrated citizens.
Mr. Michael Reed (London):
Although a large number of hearing and speech disorders are relatively easy to diagnose and treat, many remain which are extremely difficult to diagnose and to treat. With a greater emphasis on earlier and more accurate diagnosis of hearing defects come greater difficulties in this problem. From a mental age of 3 years there is usually no difficulty in establishing a reasonably accurate assessment of hearing provided there is co-operation on the part of the child, and provided the adult commanding co-operation understands not only the techniques of assessment of hearing, but also the management of children and particularly the management of children with a difficulty in communication.
Below a mental age of 3 years one establishes a good estimate of hearing by distracting sounds and the responses made to them, the child's history and parental observation.
Frequently the child does not respond or behave normally and the cause may be obscure. A complete lack of response to sound may be due to: (1) Severe deafness. (2) A lack of response to some sounds or a variable response to all sounds may be due to: (1) Partial deafness. (2) A normal response of awareness to sound but delayed or defective speech may be due to: (1) Normal hearing but delayed or defective speech. (2) A high-tone loss of hearing with normal or near normal hearing for low tones.
(3) A low-tone loss of hearing with normal or near normal hearing for high tones. (4) An aphasic or dysphasic condition. (5) Developmental delay. (6) Mental retardation.
In groups 2, 3 and 4 one often finds children mistakenly thought to be mentally retarded, particularly if there is a disturbed behaviour pattern. A hearing test should be given to all children suspected of being mentally retarded or who have delayed or defective speech. It is equally wrong to consider an abnormal behaviour pattern to be due to deafness because there is a lack of response to sound.
Hyperactive or withdrawn children present difficult problems in diagnosis because one cannot gain their co-operation. Long-term investi-gation is necessary with the co-operation of pediatricians, otologists, neurologists, psychiatrists, psychologists, teachers and parents. It may require a special day or residential centre in which treatment, of a kind, may be started before final diagnosis. The treatment may be merely to establish a relationship between a child and an adult from which may come co-operation for test procedures. Thus the treatment or training may itself be diagnostic. Once co-operation has been established hearing and mental tests may be given. If these results are within normal limits and there has been a normal speech environment, then aphasic or dysphasic conditions have to be suspected, once the maturational level for speech has been passed.
The partially deaf child who is also dysphasic must inevitably wait a long time before this condition can be considered. Only after a period of time in a speech-learning situation can this be diagnosed.
In assessing the mental abilities of such children, although it is obvious that non-verbal tests must be used, one must also be aware that some non-verbal pictorial items may demand full speech comprehension for their full significance to be realized.
Miss W. Galbraith (London):
The Teacher's Angle There are many problems facing a teacher who deals with children suffering from an impairment of hearing and its inevitable effect on speech. My remarks are restricted to those difficulties which face a teacher working outside the established special school system.
The child's hearing loss will doubtless have been ascertained as a result of teamwork between the otologist, psychologist and educationalist. No rehabilitation can be adequately undertaken without full details of the child's hearing loss, intelligence, social background and medical history.
Particular problems occur at certain ages: Under 2 years.-We need to solve the problem of building up communication between the child and other people in his environment. The parents and family must be given help in adjusting to the idea of a member of their unit having a disability. In my experience the majority of parents can benefit from instruction to enable them to help their baby to acquire language and a good speech habit. Any residual hearing must be used and at this age not only is the child more able, owing to his maturation, to learn to discriminate, but it is much easier to fit an aid satisfactorily. The parents can be trained to give the child the necessary help. All this is achieved in a superficially casual manner.
2-5 years.-We are faced in addition with those problems usually associated with the toddler age. Many behaviour difficulties at this time are only aggravated by the disability and not caused by it.
Here again parents need a great deal of help in dealing with social training as well as in aiding the child to acquire communication skills.
In most cases a period in a normal hearing nursery school will help solve behaviour problems as well as stimulate the child's language and speech development. A Danish colleague of mine has made a comparative study of the development of the speech of both the hearing and the deaf children in her kindergarten. The normal child's language has been reflected in that of the deaf children (Willemoes, 1960) . The provision of an aid is essential but proves a more hazardous operation than at an earlier age. Auditory training will be on more formal lines. 5-11 years.-These children will already have received home training, or be late referrals. More individual help will be given by the teacher although the home must still co-operate. Training in language, speech and in the basic school subjects is needed. The suddenly deafened child in this age group requires immediate auditory training, speech conservation and lip reading if he is to maintain his place in school. Teachers in the normal school also must be helped to overcome any difficulties they are meeting, especially in considering where to place the child. 11 years and over.-This group is often the most difficult to help. We are made aware at this age of the great social handicap of deafness. There are the usual adolescent problems, aggravated by the child's objection to being different, which he feels is emphasized by the aid. Extra coaching in school lessons is usually imperative at this stage.
The doubly handicapped child.-Briefly, it is not always possible to regard the deafness as the major disability. We need much more cooperation between all members of the different specialties dealing with children who are also educationally subnormal, blind, physically handicapped or, especially, spastic. The key to the success of all training of acoustically handicapped children, however, lies in the training of the parents. 
